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StateIllinois 

1 .  	 INPATIENTHOSPITALSERVICES(OTHERTHANTHOSEPROVIDED M AN 
INSTITUTION FOR MENTAL DISEASES OR TUBERCULOSIS) 

Certaininpatienthospitalservices are subject to review by the Department’sPeer 
Review Organization and will notbe covered unless medical necessityis shown and 
documented. Atleastthirtydaysprior to the effective date, hospitalsis =notified . . .of changes to review requirements{ 

. . 4.-Statewidehospital 
review requirementsare specified in the Department’s provider manualsandor notices. 
Preoperativedayswill be limitedtoonlythedayimmediatelyprecedingsurgeryunless 
the attending physician provides documentation demonstratingthe medical necessity of 
an additional day or days. 
Atkinpatient psychiatric services are subject to a review by the Department’sPeer 
Review Organization. Only medically necessary inpatient psychiatriccare will be 
approved. 
Limits on services or treatments are notapplicable to EPSDT(HealthyKids) clients. All 
services or treatments whichare medically necessaryto correct or lessen health problems 
detected or suspected by the screening process mustbe provided to individuals under age 
21. 

HOSPITAL2. OUTPATIENT SERVICES 

Most outpatient hospitalservices provided are covered utilizing specific fee-for-servicecodes. 
Utilization control, e.g., prior approval policies whichmay apply to the service in question and 
which wouldbe required of nonhospital providers rendering services ona fee-for-service basis,is 
in effect. 

A Hospital Ambulatory Care listdefines those technical proceduresthat routinely requirethe use 
of the hospital outpatient setting, its technicalstaff and/or equipment. This list is updated 
annually. 

Client coverage policies applicableto those services provided under the policyused by 
nonhospital providers include any requirementsfor utilization controlor prior approvalas 
specified in Illinois Administrative Rule and Provider Handbooks. 

Limits on services or treatments arenot applicable to EPSDT (Healthy Kids)clients. All 
services or treatments which are medically necessary tocorrect or lessen health problems 
detected or suspectedby the screening process mustbe provided to individuals under age2 1 .  

T N #  01-05 APPROVALEffectiveDATE Date 1/O 1/O 1 
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State Illinois 
I .  	 INPATIENT HOSPITAL SERVICES (OTHER THAN THOSE PROVIDED IN AN INSTITUTION 

FOR MENTAL DISEASESOR TUBERCULOSIS) 

Certain inpatient hospital services are subject to reviewby the Department’s Peer Review 
Organization and will notbe covered unless medical necessity is shown and documented. At 
least thirty days prior to the effective fitdl hospital2 is -notified of changes to review . . .requirements
3.
Statewide hospital review requirementsare specified in 
the Department’s provider manualsandor notices. 

- ” _  
’ 	 .* - Preoperative days willbe limited to only the day immediatelypreceding surgery unlessthe 

attending physician provides documentation demonstrating the medical necessityof an additional 
day or days. 

M-inpatient psychiatric services are subject to a review by the Department’s Peer Review 
Organization. Only medically necessary inpatient psychiatriccare will be approved. 

Limits on services or treatments are not applicableto EPSDT (Healthy Kids)clients. All 
services or treatments whichare medically necessary tocorrect or lessen health problems 
detected or suspected by the screening process mustbe provided to individuals under age2 1 .  

2. OUTPATIENTHOSPITALSERVICES 

Most outpatient hospital services provided are covered utilizingspecific fee-for-service codes. 
Utilization control, e.g., prior approval policies whichmay apply to the servicein question and 
which would be required of nonhospital providers rendering services aonfee-for-service basis, isin 
effect. 

A Hospital AmbulatoryCare list defines those technical proceduresthat routinely requirethe use 
of the hospital outpatient setting, its technicalstaff and/or equipment. This list is updated 
annually. 

Client coverage policies applicable the policy used byto those services provided under 
nonhospital providers include any requirements for utilization controlor prior approvalas 
specified in Illinois Administrative Rule and Provider Handbooks. 

Limits on services or treatments are not applicable to EPSDT (Healthy Kids)clients. All 
services or treatments which are medically necessary to corrector lessen health problems 
detected or suspected by the screening process mustbe provided to individuals under age2 1. 
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